%fmme to Our Oﬁch

PATIENT INFORMATION FINANCIAL RESPONSIBILITY
Patient Name Who is responsible for this account?
{Last) (First) (Middle tnitial)
sex CIm[IF Do you have dental insurance? Yes No
Birth date ss# _— Name of Insured
Address Insured’s DOB: S5#
City State Zip ID#
Home{___) Celll__) Relationship to patient
Wark ext
{ ) Insurance Co, Group #
E-mail
Address:
Best time and place to reach you
Employer
. |s patient covered by additional insurance? Yes  No
Circle one: Married  Single Other  Minor P Y
Patient Employer/Schaol if yes, please complete the following
Occupation Name of Insured
Employer Address Insured’s DOB: SSH#
Spouse’s Name 1D#
Spouse’s Employer Relationship to patient
Whom may we thank for referring you? Insurance Co. Group #
IN CASE OF EMERGENCY, CONTACT (specify someone who Address:
does not live in your househeld.)
Name Relationship Employer
Home { ) Work ph ( )
DENTAL HISTORY
Reason for today's visit _ ' _ '
Cigarette, pipe, cigar smoking  Yes  No Qrthodontic treatment . ... Yes  No
Clicking or popping jaw .. ... Yes No Painaroundear. .. ....... Yes No
Farmer Dentist Dry mouth . . .....ovee Yes NO  periodontal treatment. ... Yes No
Fingernail biting ............ Yes NO  gansitivitytocold .. ....... Yes No
City/State — Food collection between Sensitivity to heat. ...... .. Yes No
Date of last dental visit teeth.......ovive Yes NO  gensitivity to sweets ... Yes No
Grinding teeth. ... ....... Yes NO  gengitivity when biting . . . .. Yes No
cirgle ‘yea’ or ‘ng* to Indicate if you Gums swollen ar Lender . . ... Yes No Sares or growths in your mouth
have had any of the following: law pain or tiredness . ... ... Yes Mo vYas No
Bad breath .. ... Yes NO- Lip or cheek biting ... ... Yes No  |fyou could rate your smile frorm
Bleeding gums....... ... Yes NO | aose teeth or broken fillings  Yes  No 1-10, what would it be?
Bllstgrs on lips or mouth ... Yes No  mouth breathing. . ......... Yes NO  would you like to improve your smile?
Burning sensation on tongue. Yes Ne  pauth pain, brushing ., .. .. .. " Yes No How?

Chew on one side of mouth. . Yes No




MEDICAL INFORMATION

1. Are you having pain or discomfort at thistime? . ... .. ... i e e Yes No
2. Have you been 3 patient in the hospital during the past TWo Vears T . ..ot ir i it e e e e nneenns Yes No
3. Have yau heen under the care of a medical doctor during the pasttwoyears? , . ... ... . ... . viiriirerranes Yes No
Physician’'s name Phone number
4, Have you taken any medication or drugs during the past twWoO ¥BaIE P . ... ... ittt ia it ittt Yes No
Please list any medications you are currently taking and the correlating diagnosis:  Pharmacy name
phone #
5. Are you sensitive or allergic to any medication or anestheties P . . . o e e e et Yes No
if yes, pleaze list:
€. Indicate which of the following you have had or have at present:
Heart FAlURE ..o vveranrenns Yes No Artificial Joints (hip, knee, etc.}.... Yes No Hepatitls A (infectious)...... Yes No
Heart Disease or Attack.. Yes No Kidney Troubla . Yes No Hepatitis B (serum)........... Yes No
Angina Pectors v Yes  No UIERTS 1oeesieisiraecist st eem e yemeres Yes No Venereal DiSEase .oeveiens Yes No
Congenital Heart Disease. Yes No Diabetes ........ pereerrrreieremnerneers YES NG ALLDLS. i, Y85 NO
Heart MUrmur ... Yes No Thyroid Pmblerns ........................... Yes No H.LV. Positive ... .. Yes No
High Blood Pressure...... Yes No GIALEQMIA ..o e erseranraressssresmssnas Yes  No Cold sores/Fever BHsters... Yes Na
Arteriosclerosis wouwe.,. Y85 No CBACEE .o remrrmersarreresraens Yes  No Blood Transfuslon ............... Yes No
Mitral Valve Prolapse...  Yes No [T LY T Yes No Hemophilia ... Yas  No
Artificial Heart Valve ..... Yes No Chronic Cough v e Yes No ARSI coris s sssssassinins Yes No
Heart Pacemaker ... Yes No TUBBrEUIOSIS .o.vescve ereerrrerrsrrrassrriess Yes No Sickle Cell Disease ............. Y85 NO
Heart SUrgery ..o Yes No Asthma SO, Yes No Bruises Easily ... Yes  No
Rheurnatic Fever........... Yes No Hay FeVer ..., Yes No Livet DISSa5E v eeseseeersses , Yes No
Arthritie ..o YE5 - NO Allergles or Hives ... Yes No Yellow Jaundice e, Yes No
Rheumatism ............. S Yes No Sinus Trouble ..o, Yes No Epilepsy or Selzures ....umns Yes No
Cortisone Medicine ............ Yes No Radiation Therapy ... .. Yes No Falnting or Bizzy Spells ........ Yes No
Drug Addiction ... Yes No Chemotherapy ... . Yes No NEIVOUSIBSS ...ovvvirrereesrrrrranes Yes Neo
Taken Bisphosphonates.... Yes No Stroke ... Yes No TURIOFE ..o eeerrsrereeeeres Yes No
Orally (Fosamax, Actonel, and Bonlva are examples) Davelopmentally Disabled Yes No
Or IV = as in chemotherapy (Zometa or Aredita are examples) Woeight loss, unexplained... Yes No
7. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest, shortness of breath, or because
L L Lt n [T . Yes No
8. Do your anklas swell during the day? ... S 4 b4 £ b iy e e b e 14 - " TR Yes No
9. Do you ever wake up from sleep and feel shnrt of breath? ........................... Yes No

.. Yes No
Yes No

10. Are you on a special diet? ... -
1l. Do you have or have you had any disease, conditicm ot pmblem not Ilsted?

If yes, please list
12. Women: Taking birth controt pills? Yes No  Nursing? Yes No  Are you pregnant? Yes No If yes, due date:

Consent;

1. Tunderstand that the above information regarding my health ig important for the doctor to provide dental care safely. I have answered the questions tnathfully
and to the best of my knowledge,

2. The undersigned hereby authorizes doctor to take x-rays, study models, photegraphs, or any other diagnostio aids deemed appropriate by doctor to make a
thorough dingmesis of the patient’s dental needs. T also suthorize doctor to perform all recommended treatment mutually agreed upon and to use the appropriate
medication and therapy indicated for such trestment. Furthermore, I authonze and consent that doctor choose and employ such azsistance as deemed fit to

provide recommended treatment.

3. Tunderstand that certain risks are present with any dental treatment including anesthetic agents (allergic reactions, redness, swelling, soreness, sloughing and
other reactions can oceur).  Also, dentzl treatments are not always successful. On my request T can receive from this office a nore complete list of possible

risks.

4. Tunderstand that during treatment, it may be necessary to change or add procedures due to conditions found while working on the teath that were not discovered
during examination, the most common being root canal therapy following routine restorative procedures. | give my permission to the dentist to make any changes
and additions as necessary. When making dentures a try-in vizit will be done (except for immediate dentures). This is the time to make any changes. They can
become loose, sore, and teeth or bases can break. A reline may be necessary, Dentures are made to fit individuals and therefore refonds cannot be given.
Periodontal conditions (whether treated or untreated) can lead to tooth 1oss and oceasionally other conditions throughout the bedy, such as heart disease and
iscATTiage.

5. lauthonze my healtheare mformation including x<mys may be shared with inswrance companies, pharmacists, and doctors who are involved in my treatment.
Inaurance pavinetts will be azeigned divectly to my dentiat.

6. 1agree that the responsibility for payment for dental services provided in this office for myself or my dependants, whether or not inzurance contributes, is mine,
And due and payable at the time the services age repdered. Balanaes after 3 months old will be charged a 10% interest monthily and my account cat be turned
aver to a collection agency with any charges incurred to be paid by patient.

7. Tunderstand that it is my responsibility to advise this office of any changes in the information contained on this fotm.

Patient or Respongible Party Signature Date

Office use only: Reviewed by date




